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A qualitative investigation into nurses’ perceptions of factors influencing staff injuries 
sustained during physical interventions employed in response to service user violence 
within one secure learning disability service
ABSTRACT
Aims: The  aim  of  the  study  was  to  examine  learning  disability  nurses’ perceptions  of 
incidents  involving  physical  intervention,  particularly  factors  contributing  to  injuries 
sustained by this group.
Background: This article reports on a qualitative study undertaken within one secure NHS 
Trust to respond to concerns about staff injuries sustained during physical interventions to 
prevent incidents of service user violence from escalating out of control. The context of the 
study relates to increasing debate about the most effective approaches to incidents of violence 
and aggression. 
Design: A qualitative research design was utilized for the study.
Methods: Semi-structured interviews were undertaken with 20 participants, 2 from each of 
the 10 incidents involving staff injury sustained during physical intervention.
Results: Four themes were produced by the analysis, the first, knowledge and understanding, 
contextualized  the  other  three,  which  related  to  the  physical  intervention  techniques 
employed, the interpretation of the incident and the impact on staff. 
Conclusion: Service user violence consistently poses nurses with the challenge of balancing 
the  need  to  respond  in  order  to  maintain  the  safety  of  everyone  whilst  simultaneous 
supporting and caring for people with complex needs. This study highlights the need for 
further  exploration  of  the  contributory  factors  to  the  escalation  of  potentially  violent 
situations.
Relevance to clinical practice: Services may have good systems in place for responding to 
and managing service user violence but appear less effective in understanding the reasons for 
and developing strategies to prevent violence occurring.
Summary box
'What does this paper contribute to the wider global clinical community?'
• The escalation phase in violent incidents requires more thorough analysis in terms of 
recognition of how it might develop and understanding how de-escalation could be 
more effective.
• The significant attention placed on the appropriateness of the physical intervention 
system  adopted  appears  sometimes  to  distract  from  analysis  of  the  preceding 
circumstances.
• The physical and psychological consequences of being involved in a violent incident 
are well known but perhaps not so well understood by both services and staff. 
Key  words:  Learning  disability  nursing;  physical  interventions;  staff  injuries;  violent 
incidents
INTRODUCTION
The use of physical interventions in the care of vulnerable people, such as those with learning 
disabilities,  autism,  dementia,  psychosis  or  borderline  personality  disorder,  has  attracted 
increased interest over the last few years (DH, 2012; MIND, 2013) culminating in a recent 
guide for commissioners and employers with the aim of minimising restrictive practices (DH, 
2014). This  developing concern followed the publication of a National Institute for Health 
and Clinical Excellence (NICE) guideline (2005) responding to escalating anxiety about the 
ethics and legalities of the dominant control and restraint system and the need for alternatives 
(e.g.  Baker  &  Bissmire,  2000).  The  issue  of  violence  involving  people  with  learning 
disabilities and/or mental health difficulties as perpetrators is an international one (Duxbury 
et al. 2008), and there is an impetus to reduce physical intervention, albeit not without fears 
of a subsequent increase in assaults on and injuries sustained by care workers (Liberman, 
2006). Since such injuries outweigh those sustained by service users with learning disabilities 
by as much as four times (Johnson, 2012), research is both warranted and imperative (Moylan 
& Cullinan, 2011).
This paper reports on a collaborative study between a secure NHS Trust (the organisation) 
and a University research team, both based in the north of England, to examine nursing staff 
perceptions regarding physical intervention techniques in managing incidents of violence by 
service  users  with  a  learning disability  during  which  staff  injury occurred.  The  physical 
intervention  system  examined  combines  Creative  Intervention  Training  in  Response  to 
Untoward Situations (CITRUS), accredited by the British Institute of Learning Disabilities, a 
non-pain compliant response to the aggression of some service users, with Enhanced Physical 
Intervention  (EPI),  a  more  robust  response  to  the  more  serious  aggression  of  a  smaller 
number of individuals. 
BACKGROUND
Whittington et al (2012) investigated patterns of aggressive behaviour amongst service users 
with  a  mental  illness  and  the  responses  of  staff  over  a  five-year  period.  These  authors 
suggested that as staff and service users become more familiar with one another, the need for 
physical  intervention  diminishes  and  aggressive  incidents  are  usually  de-escalated  safely 
through non-physical  intervention.  Similarly,  care  workers  with  less  developed skills  and 
knowledge, who also lack experience of working with particular service users, are likely to 
encounter difficulty recognizing factors specific to an individual during the build-up to an 
incident of violence (Turner & Clarke, 2009). These elements are significant in enhancing 
confidence in defusing potentially violent situations through non-physical intervention, and, 
perhaps  of  equal  importance,  have  a  positive  impact  on  relationships  between  staff  and 
service users (Cowin et al., 2003).
The term learning disability comprises three interrelated criteria, significant impairment of 
intelligence, significant impairment of adaptive/social functioning, and age of onset before 18 
years old (British Psychological Society, 2000). Successful resolution of potential aggression 
requires that staff comprehend how such criteria influence an individual’s interpretation of a 
situation,  particularly the centrality of  trust  to  the professional  relationship and how this 
contributes  to  successful  de-escalation  (Fish  &  Culshaw,  2005).  A  mutually  trusting 
relationship, however, is difficult to achieve with individuals with difficult backgrounds and a 
history  of  violence,  particularly  if  staff  knowledge  and  skills  are  insufficient.  This  is 
complicated further by the tension between undertaking appropriate training to participate in 
physical intervention safely and seeking to fully exploit the possibilities of successful de-
escalation through non-physical techniques (NICE, 2005). Physical intervention refers to ‘any 
method of responding to behaviour that involves some degree of direct physical force to limit 
or restrict movement or mobility’ (Harris et al.,  1996:2). The new wave of approaches to 
physical  interventions  for  people  with  learning disabilities  gathered  pace  during  the  first 
decade of the century, with concerns about human rights, avoiding pain, and ensuring person 
centred care becoming more influential (Allen, Doyle & Kaye, 2002). The CITRUS approach 
is representative of this development, and was designed specifically for those with a learning 
disability living in secure conditions; it employs both breakaway techniques to protect staff 
against physical assault and non-pain-compliant holding techniques in standing, sitting and 
lying positions. This system is coupled with an approach (Enhanced Physical Intervention) 
designed to secure holds in the event of more purposeful violence. 
Investigations into the impact of physical interventions on service users far outweigh those 
relating  to  staff,  one observer  emphasising  the peculiarity of  the staff  voice being either 
peripheral  or  absent  from the  discussion  (Edwards  (1999).  Hawkins,  Allen  and  Jenkins 
(2005) found that the staff experience of physical intervention was largely, but not entirely 
negative,  with  positive  regard  for  a  service  user’s  feelings  throughout,  a  high  degree  of 
emphasis on appropriate technical application and subsequent self-debriefing to reduce the 
negative impact. Physical interventions carry a risk of injury for all those involved and in 
some circumstances can provoke aggressive behaviour (Powell et al.  1994), but injuries are 
generally  more  common  among  staff  than  service  users.  The  proportion  of  physical 
intervention  episodes  in  mental  health  settings  resulting  in  staff  injuries  vary from 12% 
(Southcott & Howard 2007) to as high as 40% (Dowson  et al.  1999), whilst intervention 
episodes resulting in service user injuries ranged from 5-7% (Southcott, Howard & Collins, 
2007) to 18% (Leggett & Silvester 2003). A survey of nurses also reported more injuries 
among staff and that their injuries were generally more serious than those of service users 
(Lee et al. 2003). 
There is little evidence to imply causal factors for such variation in violent incidents, physical 
intervention  and  subsequent  staff  injuries,  within  mental  health  settings.  However,  an 
elevated risk of conflict  has been linked with certain characteristics of service users.  For 
example, Bowers at al.,  (2014) posited that conflict is correlated with younger males and 
people who are diagnosed with schizophrenia. Interestingly, there is also evidence to suggest 
that service users who need to be transferred from a prison setting to the NHS for treatment 
relating to a mental illness are often delayed or not diagnosed quickly, thus not being cared 
for appropriately (Reed, 2003). The situation for people with a learning disability is equally, 
if not more, difficult as they are often vulnerable to bullying and victimisation, whilst also 
being exposed to a culture of aggression within the prison environment (Rickford & Edgar, 
2005).
METHODS
Research design
A qualitative research framework was adopted since it was information about nursing / care 
staff  perceptions  of  the  incident,  how it  was  responded  to,  and  the  effectiveness  of  the 
approach that was of interest to the researchers.
There were 3 objectives of the study:
1. To explore  the  perceptions  of  learning disability  nurses  /  care  staff in  relation  to 
contributory factors  to  staff  injuries  sustained  during  incidents  involving  physical 
intervention.
2. To examine how the circumstances surrounding injuries sustained relate to the process 
of physical intervention.
3. To  ascertain  how  staff  injuries  are  sustained  during  incidents  involving  physical 
interventions and explore perceptions of the effects.
Data collection
A series of semi-structured interviews were undertaken with staff  involved in 10 specific 
incidents of physical restraint over a 3-month period (i.e. 2 staff from each incident, a total of 
20  participants),  analysis  of  the  incident  forms  (i.e.  recordings  of  specific  details),  and 
analysis of case note material relating to the service user (i.e. background and build-up to 
incident). This paper provides an analysis of the interview data only, with findings from the 
other sources of data collection planned for a later article.
Participants
Qualified and unqualified nursing staff (one of each from every incident studied) involved in 
specific incidents of service user violence, whereby an injury was sustained by at least one 
member of the physical interventions team. The injury may have been incurred at different 
points in the intervention process i.e. before, during the incident or in any subsequent re-
escalation. Information  about  participant  professional  background,  including  physical 
intervention training, is provided in table 1.
  Insert table 1 here
Ethical issues
Ethical  approval  was  successfully  sought  from  the  University  Faculty  Research  Ethics 
Committee and the Research and Development Committee of the NHS Trust. Application to 
the local R&D office was also satisfied through the Integrated Research Application System 
(IRAS). The primary issues to satisfy unsurprisingly related to the provision of informed 
consent,  maintenance of confidentiality,  response to potential  participant distress and safe 
storage of information.
Data analysis
A thematic  analysis  (following  Braun  & Clarke,  2006)  of  the  interview  transcripts  was 
undertaken,  which  involved  simultaneous  immersion  in  the  data  by  all  researchers, 
systematically searching for codes and categories, and the eventual production of relevant 
themes.  The qualitative  software  package MAXqda was  employed  to  assist  the  analysis, 
particularly useful in the storage and subsequent organization of the data (Richards, 2009), 
and facilitating the necessary structure to enhance rigorous analysis.
Limitations
The study was conducted with a representative but small number of participants within one 
fairly large NHS Trust encompassing low and medium secure care over a relatively short 
period of time, so generalisation is necessarily difficult.
RESULTS
Four themes were generated from the analysis:
• Knowledge and understanding
• Interpretation of the incident
• Physical intervention techniques 
• Impact on staff
Q refers to qualified nursing staff and U refers to unqualified nursing staff.
Knowledge and understanding: ‘de-escalation is the biggest skill going’
There was a clear recognition amongst participants as to the significance of de-escalation in 
preventing a crisis and the subsequent need for physical intervention. This was combined 
with the need to judge accurately the appropriate time to engage in a more direct way with 
the  individual. Effective  verbal  and  non-verbal  de-escalation  techniques  along  with  an 
inherent awareness of the service user and their  needs/likes and dislikes were considered 
essential:  
‘…I always say to people de-escalation is the biggest skill going, you know, if we can get it at  
that point, hopefully we won’t have to go into the intervention’ (Q5, female) 
Participants emphasized the importance of building and maintaining meaningful professional 
working  relationships  with  service  users,  significant  for  both  de-escalation  and  avoiding 
intervention.  This  was  particularly  important  with  regard  to  individualizing  care, 
understanding how best to approach the individual, which skills and techniques would be 
most valuable, and awareness by the service user that they were being well supported and 
understood: 
‘…I would try and give them time…if you just run in you know you’re going to make that  
situation worse’ (U10, male)
The absence of prior knowledge of the individual contributed to a lack of preparedness about 
the  situation  being  encountered,  particularly  how  best  to  de-escalate  and  prevent  an 
exacerbation  of  already  difficult  circumstances.  The  possible  consequences  are  made 
abundantly clear in the following quote:
‘…it  was only my third day of working on there; I’d only met the lady twice…the other 
member of staff I was working with didn’t know her either…I went to physically restrain her;  
both of us obviously didn’t know what technique she was wrote up for, what de-escalation  
worked best for her, didn’t know her risks, so she managed to bite me on the arm’ (Q10,  
female)
Participants talked about the complexities of the service user group and the role this plays 
within  potentially  crisis  situations.  In  conjunction  with  knowing  the  person  individually, 
participants felt  that an inherent understanding of learning disability and other co-morbid 
diagnoses  was of  high  importance,  particularly  mental  health  problems  and  autism. 
Participants spoke about this in relation to having staff on the wards, who knew the service 
users, rather than unknown bank or agency staff: 
‘…you wouldn’t want the ward to go to a level where there’s people who don’t know the  
clients….we’ve also got people with autism you know, who’ve got particular needs around  
the familiar and a routine…one particular man who, if he doesn’t know you, you know, he  
doesn’t trust you’ (Q5, female)
In terms of the training in physical intervention techniques, although participants felt it was 
worthwhile, again the aspect of knowing and understanding people and their needs/diagnoses 
was perceived as equally important:
‘…I found the training very good, it did give me a good insight…but I think a lot of it is once  
you actually get working on the wards, that’s when you start learning because you need to  
know the ladies or men, because each one is a totally different personality’ (U10, male)
Interpretation of the incident: ‘there was no trigger noticeable’
Nurses sometimes considered the incident to have occurred spontaneously with no obvious 
build-up or clearly evident contributory factors:
‘it was very impulsive behaviour… my eyesight must have just gazed away from the person  
who I was with and when I turned back, she’s grabbed hold of the client across the table by  
the hair’ (Q6, male) 
‘She was fine; she was fine on here all morning…and then as soon as it came to meds, she  
just went, she just went for the grab…the nurse in charge got her ear pulled and I just hurt  
my elbow; there were no, like, major injuries’ (U7, male)
This seeming absence of identifiable antecedents, furthermore, added a degree of complexity 
to  the  situation,  exacerbating  uncertainty,  diminishing  personal  confidence,  fear  of  the 
consequences of violence, exposing those who found such situations particularly challenging:
‘…however,  when  you’ve  got  no  triggers  I  think  people  find  it  very  difficult.  I’ve  had  
somebody who cannot do it, just had a drink thrown at her and somebody else who’s been  
kicked from behind who…weren’t expecting it, and that seems to affect people more and it  
does knock people’s confidence’ (Q6, male)
Unpredictability, with some individuals, was considered almost a defining characteristic, the 
possibility of violence never far away, yet the trigger might be there, lying just beneath the 
surface.  The  following  quote,  for  example,  contradicts  itself,  reflecting  perhaps  the 
problematic nature of differentiating an observable trigger from the subtler area of knowing 
the person:
‘…there was no trigger noticeable, you know, all day she’d not been…. she could have gone  
either way but that’s most days with her to be fair. And she got real giddy which is one of her  
triggers. Like I say, threw this book at me, threw items at me in the lounge, but she doesn’t  
have a lot in the lounge so the stuff she was throwing was like a cushion and stuff that weren’t  
going to hurt me, and then I managed to, like, dodge past her’ (U8, female) 
Sometimes, though, incidents had a clear history and the deterioration into violence could be 
described with insight; the following quotes, for example, suggest an element of inevitability 
combined  with  an  approach  demanding  of  empathy  rather  than  provocation,  however 
unintended:
‘…tensions had been building up between two gentlemen for a while, something to do with  
cooking…. how a chicken was cooked…. and it all blew up’ (Q1, female)
’.sometimes I think if somebody’s upset, I think sometimes you’re better to try and talk to  
them and say ‘is there anything I can do to help?’, you know, and just basically show a bit of  
sympathy for them rather than say ‘well, this isn’t acceptable’ (Q1, female)
Physical intervention techniques: ‘he comes running towards you’
Two  strands  of  discussion  were  threaded  through  participant  accounts  of  physical 
interventions, the first,   combating disparities in relation to weight and size, which might 
compromise the employment of the CITRUS and enhanced models, and secondly, the value 
and appropriateness when deployed in real life circumstances. Despite the rhetoric of size 
being  irrelevant  if  techniques  are  employed  effectively,  it  was,  nevertheless,  considered 
significant and sometimes influential by both male and female participants:
‘…when you’ve not got the physical body capacity to get hold of somebody who’s like 2 foot  
taller than you, and whose arm doesn’t fit your grip, you know…you’re not physically able to  
do it even though your techniques are the same as anybody else's and with the men, they tend  
to be quite big’ (Q7, female)
Participants  felt  that  this  wasn’t  reflected  or  couldn’t  be  captured  within  the  simulated 
incidents/training as the techniques were very much staged and all in slow motion for the 
purpose of training. The unpredictability of the real-life situation was likely to cause concern 
when combined with concerns about weight/height and size in general, which could make the 
techniques more problematic to deploy and result in a less effective intervention:   
‘…the training that you do, it’s very measured and you go down on one knee…and I think  
sometimes when you’re actually in that situation, you know, that that person isn’t fighting and  
isn’t a strong person, with adrenaline; it’s a lot different to what you will learn in training  
and I think everybody would agree with that, that’s the difficulty’ (Q4, female)
The  participants  articulated  that  training  is  not  always  representative  when  deployed  in 
aggressive, adrenaline fuelled situations on the wards:
‘…I mean a lot of them, pretty much all the CITRUS techniques, you can only use them if the  
person is compliant, but obviously if you’re being attacked by somebody, they’re not going to  
be compliant are they?...I mean it might be with certain individuals but the ward I am on it’s  
impossible to do that because when he’s coming, he comes running towards you and his arms  
will be flying, so you can’t…There’s no chance of getting somebody down like that…when  
actually doing a technique on a person in training, that person will stand out with their arms  
out wide and actually on a ward when you’re dealing with someone who’s aggressive and  
wants to hit you, they’re not going to come walking towards you with their arms out wide are  
they?’ (U4, male)
Some participants also felt that the immediate use of enhanced physical intervention in some, 
extremely aggressive situations would be more beneficial than performing CITRUS in the 
first instance. The justification for this seemed to be related to an increased likelihood of staff 
sustaining physical injury if the intervention technique was perceived as inadequate to safely 
manage the level of aggression:
‘…the kick backwards caught his [staff member] knee and knocked his knee cap, well three  
centimetres out of place. He‘s got that now for ever, for life….but if we’d have been walking  
in ‘enhanced’ he would never have been able to struggle…we were never informed to do that  
because as they say, to use the minimum as required…I’d have had the enhanced to start  
with, purely because it safer for staff’ U3, male ()
The final quote in this theme addresses the complexity of physical intervention use, with 
issues  of  assessing  the  situation  accurately,  comprehending  the  individual,  the  level  of 
aggression, and the appropriateness of the choice of approach all coming to the fore:
‘…if someone was coming at me with a hammer, I would more likely try and get a dining  
room table between me and them rather than, kind of, like, go and intervene with them…a lot  
of it depends on the client, depends on the intensity of the aggression, depends on the intent.  
Once you get into the position for CITRUS, with a lot of our clients it is very effective. Some  
of the clients, using CITRUS is absolutely useless, you might as well not bother’ (Q3, female)
Impact on staff: ‘I was completely devastated’
The impact of being assaulted was complicated, irrespective of experience, something to be 
anticipated, almost part of the job role:
 ‘I mean it’s not good obviously, well it shouldn’t be happening but then again, before you  
come here I think you do kind of have a mind- set that you probably will have to deal with  
some sort of aggression’ (U9, male)
Participants  described  being  involved  in  an  incident  and  being  assaulted  as  inculcating 
feelings of frustration and distress, emphasising the effect on mental well-being. Inherent in 
this frustration is also a sense of letting down peers on a busy ward with few staff:
‘…I hate taking time off, I was absolutely devastated; I mean, the ward…it was really busy…
it was very, very upsetting on so many levels for me, it made me realise how being assaulted  
affects not just your physical self but your mental self’  (Q7, female)
‘…nothing I have done warrants me getting assaulted and it’s very frustrating and it’s very  
distressing when it does happen’ (Q6, male)
Interestingly, one participant also talked about how being involved in incidents result in them 
questioning  their  practice  and  often  blaming  themselves  about  how  they  had  handled  a 
situation:
‘…you get verbally abused every day…you are like saying ‘was it my fault [the assault], have  
I done something to upset her?’ You kind of go over it in your head’ (U2, female)
The  expectation  of  a  certain  amount  of  violence  and  abuse  was  contextualized  by  the 
evolving purpose of the service, with increased uncertainty about the individuals being cared 
for,  the  changing  levels  of  aggression  and  potential  consequences  providing  different 
challenges:
‘…you’ve got people coming into the service that have been transferred from prison or the  
community through the courts, or whatever. Then you’ve got those sort of people with a lot of  
their own issues, unsettled, frightened, might be the first time they’ve come onto a unit like  
this and it might be that they’ve come from prison so they’re very aggressive and they come  
with the pretence that they’ve got to fight for anything that they want’ (Q7, female)
DISCUSSION
The  four  themes,  knowledge  and  understanding,  interpretation  of  the  incident,  physical 
intervention techniques, and impact on staff, are clearly inter-related. There was a consensus 
amongst participants, unsurprisingly, with regard to the importance of knowing the service 
user, understanding how they might react to vicissitudes and having a good awareness of the 
particular approach to managing any deterioration in behaviour. Revelations about how an 
incident was interpreted, however,  suggested a lack of knowledge about the build-up and 
identification of the particular trigger. There was a suggestion that staff could occasionally 
exacerbate an incident through rigidity of response or placing a little too much emphasis on 
behavioural  signs  rather  than  tangible  reasons  for  distress.  Only  on  one  occasion,  for 
example, was there acknowledgement that tensions between service users had reached a level 
where violence was a plausible consequence. This brings to mind Knight’s (2011) finding 
that,  whilst  examining  precursors  to  restraint,  staff  were  sometimes  insufficiently 
observationally skilled to be able to intervene effectively in the escalation phase. Analysis 
during the escalation phase is intrinsic to any physical intervention system and participants 
were clear that it  was integral  to  both methods of physical intervention employed in the 
organisation.  The  transition  from  verbal  to  physical  responses  to  aggressive  behaviour 
remains  a  challenging question  (Steinert  et  al.,  2010)  and should be  both  graduated  and 
proportionate  to  benefits  and  risks  (Steering  Committee  on  Bioethics  of  the  Council  of 
Europe,  2005).  The uncertain  and sometimes contradictory evidence around knowing the 
individual,  the  nature  of  his  or  her  learning  disability,  and  possible  triggers  for  violent 
behaviour provide a cause for concern. Nurses believed in stability being strongly linked to 
knowing the individual, yet were not always able to identify how an incident had developed, 
perhaps  too  often  citing  unpredictability  and spontaneity.  This  is  illustrative,  perhaps,  of 
Kontio et al (2010)’s conclusion that nurses need to respond at a deeper level to the reasons 
for violent behaviour, with greater emphasis on alternatives to restraint.
The primary concerns expressed by participants revolved around the practicalities of using 
physical  intervention,  particularly  concerns  about  the  size  of  an  individual  and  relating 
techniques to the reality of a situation once violence had occurred. The CITRUS system, 
which attracted the most criticism, yet was also vigorously defended by some, constitutes a 
form of  what  Winship  (2006)  refers  to  as  ‘gentle  restraint’ (p.55),  and  centres  on  well-
established  principles  in  learning  disability  care,  including  positive  behavioural  support, 
individualized interventions based on need, positive communication and person centred care. 
The considerable amount of thought and regular adjustment to the organisation’s physical 
intervention system was clearly accentuated in participant accounts, concerns about safety 
paramount, and staff being thoroughly prepared and trained fully addressed. The fusion of 
CITRUS and Enhanced Physical Interventions reflected the organisation’s concern to include 
the  spectrum of  possible  interventions,  at  least  those  with  a  physical  contact  dimension, 
something not always fully considered by services (Lancaster et al., 2008). The effectiveness 
of  physical  interventions  as  a  means  of  reducing  the  number  and  severity  of  incidents, 
however, is difficult to accurately determine, with some suggesting that training makes no 
significant  difference  (Laker,  Gray  &  Flack,  2010).  There  was,  furthermore,  a  marked 
absence of discussion around how non-physical alternatives could contribute to minimizing 
physical intervention, particularly during the crucial escalation phase, which can, of course, 
be  of  prolonged  duration.  Participants  expressed  clear  understanding  of  individual  roles 
during the intervention process, and were rarely critical of colleagues once the decision had 
been  taken,  the  Blick  (personal  alarm system)  operationalized,  and physical  intervention 
implemented. They sought effectively to safely and methodically immobilize the individual 
with the clear ultimate aim of restoring safety in the clinical environment (NICE, 2005). The 
difficulty appears twofold, utilizing more effectively the knowledge and understanding of the 
individual service user in an attempt to prevent a situation deteriorating into violence, and 
fully understanding and acknowledging the consequences of the incident and how it might 
contribute towards enhancing analysis of violence in the context of learning disability.
There was a certain tension between recognizing that violence shouldn’t  be part  of one’s 
working  life,  yet  acknowledging  that  some  verbal  abuse  and  even  physical  assault  was 
inevitable. This reflects recent findings suggesting learning disability nurses, in particular, 
regard service user violence with an enhanced degree of tolerance (Lovell & Skellern, 2013). 
Staff found the consequences of violence extremely disturbing, both through the physical 
effects, which could be severe, but also in terms of the psychological impact, which could be 
prolonged.  Concerns  about  the effects  of physical  intervention on service users were not 
directly addressed in this study, though research suggests as many as half of those restrained 
to  be  distressed  a  week  later  (Frueh  et  al.,  2005).  Nurses  frequently  emphasized  the 
importance  of  relationships  with  service  users,  but  perhaps  knew  the  people  they  were 
nursing less well than they would have liked. It seems possible that they place great emphasis 
on accepting service users as individuals but need to continue to learn to develop the requisite 
knowledge to respond effectively to the needs of service users with increasingly complex 
needs (Lovell et al., 2014). The impact of violence appeared to take many nurses by surprise, 
yet is well established in the literature; services need, perhaps, to consider changing training 
needs,  particularly  around  the  process  of  escalation  and  reading  changes  in  individual 
behaviour, maybe over several days, more accurately.
Organisations caring for individuals with a learning disability and a propensity for violence, 
according to this study, seek to provide the best care possible within the resources available, 
and the conjunction of the two systems of physical intervention sought to minimize injury 
and resolve violent  situations quickly and effectively.  The system adopted accorded with 
Robertson et  al  (2012),  who note that  best  practice tends to be sought  primarily through 
anecdotes  from  clinical  practice  rather  than  devising  an  approach  based  on  theory  and 
empirical  research.  De-escalation,  for  example,  is  often  described  in  terms  that  fail  to 
acknowledge  that  the  escalation  to  violence  might  take  a  few seconds  or  several  hours 
(Richter, 2006). Violence has been described as an interactive process led by a pattern where 
negative emotions increase and rationality decreases (Leadbetter & Paterson, 1995). Many 
individuals  with  a  learning  disability,  particularly  when  autism  is  an  additional  factor, 
experience  considerable  anxiety,  and  when  this  is  coupled  with  a  misinterpretation  of  a 
situation as a consequence of cognitive problems, the likelihood of violence increases. In 
other words, acute anxiety and diminished rationality combine with sometimes extremely 
distressing  consequences.  Davies  &  Frude  (1993)  emphasize  the  importance  of  how  a 
situation is appraised plus the perceived acceptability of aggression as the key factors in the 
manifestation of physical violence, and when these two factors are exacerbated further by 
powerful feelings of frustration, de-escalation becomes extremely complicated (Dix, 2008). 
The finding that nurses sometimes saw violence as occurring without triggers might indicate 
that there are times when the way in which some people with a learning disability interpret 
situations is unknown to those working with them. Similarly, the extent of their distress and 
anxiety might also go unnoticed,  irrespective of the quality of relationship that staff may 
believe  exists.  There  may  be  value  in  organisations  examining  current  models  of  the 
escalation  of  violence,  particularly  when  evidence  based,  and  then  incorporating  those 
elements of learning disability, such as cognitive interpretation and feelings of anxiety, to 
contribute to and enhance our understanding of circumstances likely to result in violence.
CONCLUSION
This paper gives some insight into the experiences of nursing and care staff in an organisation 
which supports people with a learning disability in a forensic setting. Nurses are posed with 
the dichotomy of needing to respond to incidents of aggression and violence to maintain the 
safety of the person, their peers and the staff themselves, while at the same time getting to 
know and understand individuals with the purpose of supporting and nurturing them to move 
back to a community setting. Nurses come from the stand point of care and compassion and, 
as evidenced in this study, tend to feel perplexed when incidents escalate to the point where 
they or their colleagues have been injured while using techniques designed to restore calm to 
a potentially dangerous situation. This study highlights the need to continue to further explore 
the contributory factors to potentially aggressive situations and to support nurses to enhance 
their  observation and de-escalation skills  so that  incidents requiring physical  intervention 
rarely occur.
Relevance to clinical practice
• The escalation phase in violent incidents requires more thorough analysis in terms of 
recognition of how it might develop and understanding how de-escalation could be 
more effective.
• The significant attention placed on the appropriateness of the physical intervention 
system adopted appears to distract from reduced expertise in understanding the 
circumstances preceding their use.
• The physical and psychological consequences of being involved in a violent incident 
are well known but perhaps not so well understood by both services and staff. 
• Increased emphasis on the importance of staff team consistency, particularly someone 
who knows each individual well.
• Greater  understanding  of  the  changes  taking  place  within  services  in  relation  to 
service user characteristics and how these influence relations with staff. 
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Participant Gender Qualified Length of service Training
Q10 female Yes MH 6 years Citrus + EPI
U10 male No 1.5 years Citrus 
Q9 female Yes MH 6 years Citrus + EPI
U9
male No /NVQ3 13.5 years
Citrus + EPI 
*
Q8 female Yes LD 5.5 years Citrus + EPI 
U8 female No 13 years Citrus + EPI 
Q7 male Yes LD 2.5 years Citrus
U7 female No 3.5 years Citrus + EPI
Q6 male Yes LD ** 19 years Citrus + EPI
U6 female No 3 years Citrus + EPI
Q5 male Yes LD 4 years Citrus + EPI
U5 female No 24 years Citrus + EPI
Q4 female yes LD 7 years Citrus + EPI 
U4 male No 4 months Citrus + EPI 
Q3 male Yes LD 3.5 years Citrus + EPI 
U3 female No 20 years Citrus + EPI
Q2 male Yes LD 21 years Citrus + EPI
U2 female No 4 years Citrus 
Q1 female Yes MH 1 year Citrus 
U1 female No 2 months Citrus 
Table 1: participant demographic information
LD = Learning Disability
MH = Mental Health
* EPI trained only in relation to this client 
** 19 years in service 1 year qualified
